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ABSTRACT 
Background: Understanding how prompts for quit attempts relate to quitting methods and 
success may help improve the effectiveness of smoking cessation interventions. Purpose: To 
establish whether specific prompts for quitting are associated with quitting method and 
success. Methods: Using a cross-sectional design, 6,126 past-year smokers who had tried to 
quit in the last 12 months were asked to identify the prompts contributing to their most recent 
attempt. Results: After adjusting for potential confounders, quit attempts prompted by health 
professional advice were significantly more likely to involve use of treatments and gradual 
rather than abrupt cessation (ORs (95% CIs) = 3.64 (3.14-4.22), 0.68 (0.59-0.78); 
respectively), but were not more likely to succeed. Attempts prompted by concern about 
current or future health, or cost, were significantly more likely to succeed (OR (95% CIs) 
=1.79 (1.38-2.32), 1.25 (1.01-1.54), 1.41 (1.13-1.76); respectively). Conclusions: Quit 
attempts prompted by health professional advice appear to be more likely to involve gradual 
reduction and use of treatments, while those prompted by health concerns and cost appear 
more likely to be successful. 
 
Key words: Smoking cessation, smoking abstinence, triggers, prompts, cessation method 
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INTRODUCTION 
Evidence from surveys suggests that the main reason smokers give for wanting to stop, in 
countries such as the US and UK, is concern about health followed by cost and social 
concerns (1,2). There is also evidence that specific events, such as being advised to stop by a 
health professional or seeing an anti-smoking advertisement, can trigger quit attempts (3). A 
significant gap in the literature concerns how different prompts that contribute to quit 
attempts influence the way those quit attempts are conducted and their ultimate success. This 
study addressed that gap. 
 If some prompts to quitting are associated with a higher chance of success than others, it 
would make sense to focus on these in any interventions. An obvious example is advice from 
a health professional. It would be hoped that quit attempts that were prompted by such advice 
would be more likely to use one or more of the evidence based methods of quitting 
(behavioural support and/or medication such as nicotine replacement therapy) and as a result 
be more likely to succeed (4-7). In the UK, health professionals are encouraged to 
recommend these treatments (8). Due to evidence that gradual cigarette reduction is 
associated with lower success rates (9), it is also recommended that smokers try to stop 
abruptly rather than gradually (8). Therefore, health professional advice might be expected to 
be associated with a higher rate of abrupt quits. Use of assistance from the UK National 
Health Service is likely to require planning the quit attempt in advance and so if health 
professionals are promoting quitting one would expect those quit attempts to be more likely 
to involve pre-planning. Other things being equal this might undermine quit success if 
smokers who were ready to stop at a given time are led to delay the quit attempt (10-13).   
When it comes to prompts other than health professional advice, there is an important 
question about whether health concerns, cost and family concerns (the most common ones 
cited in the literature) have any influence on method of quitting or quit success. Of relevance 
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here is the PRIME theory of behaviour change (14), which argues that Responses are 
influenced by a wide variety of motivational inputs, from Impulses and inhibitory forces, 
through Motives arising from desires, drives, and emotional states, to Evaluations and Plans; 
the exact course of action is said to be determined on a moment-to-moment basis depending 
on which inputs are salient. In the present context, PRIME theory would lead to the view that 
any prompt that was emotionally salient and could retain that emotional salience after the quit 
attempt had started would contribute to the success of that quit attempt.  The theory (14) 
would also lead to the prediction that, other things being equal, the greater the number of 
prompts contributing to a quit attempt the more likely it would be to succeed. This is because 
motivational forces are believed to summate when present at the same time, however diverse 
their source (14). 
Six prospective studies were identified which assessed whether specific reasons for 
wanting to quit predict success at quitting (15-20). One of these studies (16) observed that 
giving pregnancy as a reason was associated with a significantly increased likelihood of 
quitting; the other studies found no association with quit success. Prospective studies have the 
advantage over retrospective studies that there is less risk of biased recall. However, as these 
studies survey reasons for wanting to quit in advance of a quit attempt, rather than surveying 
what prompted a specific attempt, they focus on assessing attitudinal or internal reasons for 
quitting (e.g., health concerns) and do not assess the environmental cues prompting an 
attempt (e.g., health professional advice).  All these studies were also limited by assessing a 
narrow range of reasons for quitting; other limitations included: focussing only on comparing 
intrinsic versus extrinsic reasons for quitting as predictors of success (17),  a specific ethnic 
population (15), a range restriction with the vast majority individuals citing health reasons, 
thereby reducing the power to detect an association with abstinence (15), or not reporting the 
frequency for the different reasons (16), and collecting data around 30 years ago (16,18,20) 
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when important prompts such as health professional advice and smoking restrictions were of 
less prominence than they are now.  
 In a retrospective study, Vangeli and colleagues (3) assessed whether any prompts 
contributing to a specific quit attempt predicted quit success. They also assessed associations 
between smoking characteristics, socio-demographic factors and reports of quitting prompts. 
The most prevalent prompts (reported by at least 5% of respondents), in order of frequency, 
were: future health concerns, current health concerns, cost of smoking and health professional 
advice. Smoking restrictions was the only prompt shown to predict quitting success. In 
addition, older individuals were more likely to report the prompts of current health concerns 
and health professional advice; younger respondents more frequently cited future health 
concerns and knowing someone else who was quitting; men were more likely to report future 
health concerns; women were more likely to report health professional advice; those of a 
higher social grade more frequently cited future health concerns, and those of a lower social 
grade more frequently cited current health concerns and cost. However, participants were 
only allowed to cite one prompt and potentially confounding variables (e.g., dependence) 
were not considered. No previous studies could be identified assessing associations between 
prompts contributing to attempts to quit smoking and method of quitting. 
 The present study used data from a national survey of English smokers who had made 
at least one attempt to quit smoking in the previous year. The main questions addressed were: 
1) are different prompts for quitting associated with different methods of quitting, and 2) are 
specific prompts associated with different chances of success of the quit attempt? The study 
also aimed to update Vangeli et al’s observations about prevalence of different quitting 
prompts and about smoking characteristics and socio-demographic factors associated with 
different prompts. The following hypotheses were tested: (i) in accordance with National 
Health Service guidelines, reports of health professional advice as a prompt will be associated 
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with assisted, planned and abrupt methods of quitting; (ii) reports of health professional 
advice as a prompt will be associated with successful quitting, as those who report this 
prompt should be more likely to pursue evidenced-based methods of quitting; (iii) as 
predicted by PRIME theory, prompts that are continually present in the smoker’s experience, 
and that therefore have the potential to retain emotional salience after the quit attempt, are 
most likely to be associated with quit success (i.e., current health problems, cost of smoking, 
family pressure); and (iv), again, as predicted by PRIME theory, those reporting a greater 
number of prompts will be more likely to have succeeded at quitting. 
METHODS 
This study was part of the "Smoking Toolkit Study", which is an ongoing national household 
survey designed to provide information about smoking prevalence and behaviour (21). Each 
month a new sample of approximately 1,800 adults aged 16 and over completes a face-to-
face computer-assisted survey, of whom about 450 have smoked in the past year. The survey 
methods have been described in full elsewhere and have been shown to result in a sample that 
is nationally representative in its socio-demographic composition (22).  
Study population 
Using a cross-sectional design, data were used from respondents to the survey in the period 
from May 2009 (the wave in which the current measure of quitting prompts was added to the 
survey) to July 2012, who reported smoking cigarettes (including hand-rolled) or any other 
tobacco product (e.g. pipe or cigar) daily or occasionally in the 12 months previous to the 
survey and who reported making at least one quit attempt in the last 12 months.  
Measures 
Quit attempts in the previous 12 months 
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Individuals were asked: ‘‘How many serious attempts to stop smoking have you made in the 
last 12 months? By serious attempt I mean you decided that you would try to make sure you 
never smoked again. Please include any attempt that you are currently making and please 
include any successful attempt made within the last year’’. This is a standard question used in 
surveys of this kind. Such questions need to focus on the mental act of ‘trying’ rather than 
behavioural outcomes (e.g., not smoking for 24 hours or more) to avoid confounding with 
quit success. While in theory a quit attempt may not involve the intention never to smoke 
again, it is very rare for smokers to stop without such an intention (23). 
Prompts for attempts to quit smoking 
Individuals were presented with the list of prompts previously used by Vangeli and 
colleagues (3): “Which of the following do you think contributed to you making the most 
recent quit attempt?”  Unlike the study by Vangeli and colleagues, respondents were allowed 
to select as many options as they considered to be appropriate from the following list: 1) 
Advice from a GP\health professional; 2) TV advert for a nicotine replacement product; 3) 
government TV\radio\press advert; 4) hearing about a new stop smoking treatment; 5) a 
decision that smoking was too expensive; 6) being faced with smoking restrictions; 7) I knew 
someone else who was stopping; 8) seeing a health warning on a cigarette packet; 9) being 
contacted by my local National Health Service Stop Smoking Services; 10) health problems I 
had at the time; 11) a concern about future health problems; 12) attending a local stop 
smoking activity or event; 13) something said by family\friends\children; 14) a significant 
birthday; 15) Other (please specify); 16) Don’t know/can’t remember. ‘Other’ responses were 
subsequently categorised as follows: 17) worried for children, 18) knew someone who was 
ill/had died from smoking; 19) pregnancy; 20) going on holiday; 21) Just decided to quit; 22) 
Other. When considering the entire list, it contained ‘internal’ or attitudinal prompts (i.e., 
thoughts and feelings; for example, relating to health concerns), and external prompts relating 
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 
8 
 
to personal events (e.g., pregnancy) or environmental cues (e.g., TV advert, health 
professional advice). To minimise confabulation, respondents were permitted simply to say 
that they did not know or could not remember. 
Method of quitting smoking 
Questions were included relating to three different aspects of method: 1) whether the quit 
attempt was assisted by treatment in the form of a stop-smoking medicine or behavioural 
support versus not using medication or behavioural support; 2) whether the attempt was 
planned in advance or made without any pre-planning; and 3) whether the smoker stopped 
abruptly or tried to cut down gradually.  
Regarding whether the quit attempt used some form of treatment, individuals were  
presented with a list of possible aids to cessation and were asked to identify which aids they 
had used. The responses were dichotomized into “assisted” attempts (i.e., those using the 
recommended medications (nicotine replacement therapy, bupropion or varenicline, or  
behavioural support, including telephone helplines - this is a common summation and has the 
largest impact on outcome) versus “unassisted” attempts (i.e., all aids other than the 
recommended medications or support, or no aids used, or cannot remember).  
Respondents were also asked: “Did you cut down the amount you smoked before trying to 
stop completely at your most recent serious quit attempt?” The responses were: 1) cut down 
first; 2) stopped without cutting down; or 3) don’t know/can’t remember. Lastly, they were 
asked: “Which one of the following applies to your most recent serious quit attempt?”: 1) I 
planned the quit for later the same day or for a date in the future; 2) I started the quit attempt 
the moment I made the decision I was going to stop; or 3) don’t know or can’t remember. 
Smoking abstinence 
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Individuals were asked: “How long did your most recent serious quit attempt last before 
you went back to smoking?” (1) still not smoking; (2) less than a day; (3) less than a week; 
(4) more than 1 week and up to a month; (5) more than 1 month and up to 2 months; (6) more 
than 2 months and up to 3 months; (7) more than 3 months and up to 6 months; more than 6 
months and up to a year. Responses were dichotomised into “still not smoking” and 
“currently smoking”. 
Other measures 
Respondents provided data on age, gender, and occupation of the chief income earner in the 
household, which was used to derive social grade as outlined in the British National 
Readership Survey (24, see Table 1.) Strength of urges to smoke has been shown, in this 
population, to be a stronger predictor of relapse than more traditional measures of 
dependence (25); therefore these urges were assessed by asking "In general, how strong have 
the urges to smoke been?" (0=no urges to smoke to 5=extremely strong) (25).  
Length of time since the quit attempt started was assessed in order to adjust for this when 
predicting success of the quit attempts and also to check for recall bias, with some prompts 
potentially being forgotten more quickly than others. Participants were asked: “How long ago 
did your most recent serious quit attempt start? By most recent, we mean the last time you 
tried to quit”: (1) in the last week; (2) more than a week and up to a month; (3) more than 1 
month and up to 2 months; (4) more than 2 months and up to 3 months; (5) more than 3 
months and up to 6 months; (6) more than 6 months and up to a year; or (7) don’t know/can’t 
remember. 
Analysis 
First, the frequencies with which each prompt was reported were assessed. To preserve 
acceptable statistical power for measures of associations involving prompts these analyses 
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were restricted to prompts reported by at least 5% of respondents. For these prompts, logistic 
regressions were used to examine associations between each prompt and: 
(i) Socio-demographic and smoking characteristics: In the unadjusted analysis each prompt 
(dependent variable) was regressed onto each of the demographic and smoking related 
variables of age, gender, social grade, strength of urges to smoke and time since the most 
recent quit attempt. In the adjusted analysis, each prompt was regressed against each 
demographic and smoking variable, while adjusting for all the remaining demographic and 
smoking characteristics. The score for the total number of prompts was also regressed onto 
each of these characteristics (unadjusted model) and these regressions were then repeated 
while adjusting for all the demographic and smoking characteristics. 
(ii) The reported method of quitting: In the unadjusted analysis the three methods of quitting 
(abrupt versus gradual cessation, planned versus unplanned and assisted versus unassisted – 
dependent variables) were separately regressed on to each of the prompts. In the adjusted 
analysis, adjustment was made for all the demographic and smoking characteristics listed in 
(i), for the two other methods of quitting which were not the dependent variable, and for all 
the other prompts. In a sensitivity analysis, we also considered the associations with prompts 
when treating assistance with medications and assistance with behavioural support as 
separate variables. 
 (iii) Whether respondents were abstinent from smoking: In the unadjusted models smoking 
status (dependent variable) was regressed separately onto each prompt. In the adjusted 
analysis adjustments were made for demographic and smoking characteristics, for the three 
methods of quitting and for all the other prompts. Smoking status was also regressed onto the 
total number of prompts; first without adjustments and then with adjustments for all the 
demographic and smoking characteristics and for the three quitting methods. 
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For all regressions, adjusted and unadjusted findings are presented. Bivariate associations 
between reports of each prompt and reports of the other prompts were examined using 
tetrachoric correlations, particularly to check for colinearity that might interfere with the use 
of all the prompts in the logistic regression models. Additionally, we used chi-squared tests to 
examine associations between the different methods of quitting. To check whether the order 
of the list of prompts affected the likelihood of citing a prompt, item order was correlated 
with the frequency of reports of each prompt. SPSS version 19 was used and, throughout, the 
level of significance was set at p<0.05.  
RESULTS 
Of 14,316 responders who reported smoking in the year previously, 42.8% (n=6,126) 
reported making at least one quit attempt in the last 12 months and were included in the 
analysis. The demographic and smoking characteristics of these 6,126 individuals are 
presented in Table 1. Eighty-nine percent (5464) reported at least one prompt contributing to 
their most recent quit attempt, 2.6% (159) reported just deciding to quit and 8.2% (503) did 
not know or could not remember. Among those reporting specific prompts, the large majority 
(77.3%) reported just one prompt, 14.0% reported two, 5.8% reported three and the 
remainder reported between four and eight. For 60% of individuals the most recent quit 
attempt started at least 3 months ago. 
Table 2 presents the percentage of respondents who reported each prompt as contributing 
to their most recent quit attempt. Advice from a GP/Health professional was the prompt cited 
most often, at around a quarter of quit attempts, followed by concern for future health 
problems, cost, family pressure, current health and someone else stopping. Other prompts, 
including government media campaigns, were reported by fewer than 5% of respondents. The 
associations between reports of each prompt and reports of the other prompts were all low 
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(r<0.2). The order of the prompts in the questionnaire was not significantly correlated with 
the frequency of reporting each prompt. 
Prompts and demographic and smoking characteristics  
In the adjusted analysis (see Table 3: unadjusted and Table 4: adjusted), smokers with lower 
social grade were significantly less likely than those with higher social grade to report future 
health, cost, family pressure and someone else quitting, and were significantly more likely to 
cite the prompt of health professional advice. Social grade was not related to reporting 
current health as a prompt. Those who were older were more likely to cite health professional 
advice and current health, whereas, those who were younger were more likely to report the 
prompts of future health, family pressure or someone else quitting. Age was not associated 
with ‘cost’ as a prompt. Significantly more men than women cited future health as a prompt 
and gender was not associated with any other prompts. Individuals reporting a stronger urge 
to smoke were more likely to report the prompts of health professional advice and cost, but 
urge was not related to ‘future health’, ‘family pressure’, ‘current health’ or ‘someone else 
quitting’. In addition, those with lower social grade cited significantly fewer prompts, but 
none of the other demographic/smoking characteristics were associated the number of 
prompts cited. 
Regarding time since the quit attempt, health professional advice was slightly more likely 
to be reported for attempts made more recently. Family pressure and current health were 
slightly more likely to be reported as prompting attempts made longer ago.  
Prompts and method of quitting smoking  
Regarding the method of stopping smoking, around half of respondents: quit abruptly 
(54.8%), had a planned quit attempt (49.5%), and were assisted in that attempt by 
medications or support from health professionals (53.4%). Those using an assisted method 
were more likely to reporting cutting down and planning (=32.27, =280.47, respectively, 
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both at p<0.001); while those taking a planned approach were more likely to report cutting 
down (=328.70, p<0.001). In the adjusted analysis (see Table 5: unadjusted and Table 6: 
adjusted), reporting health professional advice as a prompt was associated with a significantly 
greater likelihood of gradual rather than abrupt quitting and with an assisted quit attempt, but 
was not associated with whether a planned or more spontaneous approach to quitting was 
adopted. Concern about future health as the prompt was associated with planning, but was not 
associated with the other quitting methods. Concern about the expense of smoking was 
associated with a planned and assisted method, but was not associated with using a gradual or 
abrupt method. Family pressure was not associated with any of the methods. Concern about 
current health was only associated with using an unplanned method. Finally, ‘someone else 
quitting’ was only associated with a planned and assisted approach. In a sensitivity analysis, 
we considered the associations with prompts when examining assistance with medications 
and assistance with behavioural support as separate variables and the pattern of results was 
unchanged compared with combining these variables. 
Prompts and smoking abstinence 
In the adjusted analysis, concern about current or future health or costs were significantly 
associated with an increased likelihood of still being abstinent at the time of the survey (see 
Table 5: unadjusted and Table 6: adjusted). The more prompts were cited the greater the 
likelihood of still being abstinent (unadjusted: β=0.09, p=0.027, OR=1.10 (1.01-1.19); 
adjusted: β=0.14, p=0.004, OR=1.15 (1.05-1.27)).  
DISCUSSION 
The study found that, as predicted, the prompt of health professional advice was associated 
with an increased probability of using evidence based treatments in the quit attempt. 
However, against our hypothesis, it was not associated with an increased likelihood that the 
quit attempt would succeed, after adjusting for method of quitting. Also disproving our 
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hypothesis, health professional advice was associated with a greater likelihood of quitting 
gradually rather than abruptly. As hypothesised, according to PRIME theory, the emotionally 
salient prompts of current health and cost of smoking were associated with a greater 
likelihood of the quit attempt succeeding. While, to a lesser extent, the less emotionally 
salient prompt of ‘concerns about future health’ was also associated with success. Against 
expectations, the emotionally salient prompt of ‘family pressure’ was not associated with 
success. Also, as predicted by PRIME theory, citing more prompts for the quit attempt was 
associated with a greater chance of success of the attempt.  
The most frequently cited prompts were similar to those reported in the survey by Vangeli 
and colleagues (3), in which respondents were only allowed to choose one prompt; except 
that health professional advice and family pressure were cited four to five times more 
frequently in the present study. The high frequency of reports of health professional advice as 
a prompt may be UK specific and studies are needed in other nations. A large majority of 
respondents cited only one prompt; however, around one quarter cited more than one prompt, 
which supports the importance of allowing individuals to report multiple prompts. Most of 
the associations observed between the prompts and demographic and smoking characteristics 
were comparable to those observed by Vangeli and colleagues (3). One notable exception 
was that those of a lower social grade were less likely to be prompted to quit due to the cost 
of smoking. This is at odds with evidence that economically deprived smokers are likely to be 
more responsive to increases in the cost of cigarettes (26, 27). Rather than being reflected in 
quit attempts, this response may be reflected in reduced cigarette consumption. Another 
possibility is that what smokers say prompts them (i.e., their attributions) is different from 
what actually prompts them. For example, cigarette pack warnings appeared to have little 
impact in prompting quit attempts yet many national studies show that individuals report that 
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these health warnings increase their motivation to quit and increase the likelihood of 
remaining abstinent following a quit attempt (28). 
Several significant associations between demographic/smoking characteristics and 
prompts were distinct from those reported by Vangeli and colleagues. Young people were 
more likely to cite ‘someone else stopping’ as a prompt and this may be a consequence of 
there being higher quit rates among younger smokers (29). Family pressure was also cited as 
a prompt more often by younger individuals, although it is not clear whether this relates to 
differences in exposure or reactivity to family pressure. That concerns about future health 
were more frequently cited as a prompt by those of a higher social grade is consistent with 
evidence that smokers from higher socio-economic groups are more oriented towards future 
events (30). Future orientation has been associated with increased attempts to quit smoking 
(31) and studies are needed to determine whether smoking cessation campaigns and 
interventions can increase future orientation. Those of a lower social grade were also less 
likely to report family pressure or ‘someone else quitting’ as a prompt. This is consistent with 
reports that smokers from more deprived backgrounds have less social support for smoking 
cessation (32).  
A number of significant associations were observed between quitting method and 
prompts that had not been hypothesised. Concern about future health was associated with a 
planned quit attempt, whereas, concern about current health was associated with an 
unplanned approach. Most likely, current, and therefore more ‘urgent’, health concerns are 
more likely to motivate a spontaneous attempt, without the delays of planning. Both assisted 
and planned quit attempts were more likely to be triggered by cost. This is difficult to 
interpret and may be because individuals concerned about cost make use of free National 
Health Service medications and support. ‘Knowing someone else who is quitting’ was 
associated with an assisted attempt to quit. Again, this is hard to interpret; it may be because 
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those who make it known that they are quitting are more likely to be using, and advocating, 
cessation aids. The hypothesis that health professional advice as a prompt would be 
associated with more planned quit attempts was not supported. Evidently, around half of 
attempts prompted by a health professional occur ‘spontaneously’. This is encouraging as it 
suggests that those individuals who are prompted by a health professional, and who are ready 
to quit immediately, are not necessarily compromising their quit attempt by delaying it 
though planning (10-13). 
 Overall, these data are important in informing models of the real world effect of particular 
quitting prompts, both in terms of use of healthcare interventions, such as treatment to aid 
cessation, and cessation outcomes. When adjusting for method of quitting and other potential 
confounders, health professional advice was not associated with higher quit success, although 
in the unadjusted analysis the finding approached significance. This suggests that its effect is 
primarily in prompting attempts and increasing the chance that they will involve evidence-
based treatment, rather than in independently aiding those attempts. If the main mechanism of 
any effect of health professional advice on quitting success is the use of evidenced-based 
methods of quitting then it may be unrealistic to expect health professional advice to have an 
independent effect on this success. However, given that most smokers have to try to quit 
many times before they succeed, the success of any one attempt may not be all that important 
and therefore the prominence of health professional advice as a prompt is important 
regardless of success rates.  
 The finding that quit attempts prompted by health professional advice were more likely to 
involve gradual reduction suggests an important training gap, given that such attempts are 
less likely to succeed (9). The most obvious explanation is that health professionals do not 
understand the importance of recommending abrupt cessation and are leading smokers who 
would have quit abruptly to do it gradually, thus worsening their chances. It is also possible 
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that smokers whom health professionals feel it appropriate to advise to stop are more 
disposed to try gradual reduction, but it is hard to conceive of a realistic scenario for this. It is 
possible to conceive, however, that smokers prompted by health professionals may be ‘less 
ready’ than those who come to the decision on their own and therefore opt for gradual 
cessation. This could also partly explain why smokers prompted by health professionals were 
not more likely to succeed at quitting.  
 As anticipated, those using an assisted method of quitting were more likely to use a 
planned approach. However, against expectations, those using assisted and planned methods 
were more likely to cut-down than quit abruptly. This a concern as it is recommended that 
smokers try to stop abruptly (8) and, as discussed above, this may be partly due to health 
professionals encouraging a cutting-down method. 
 The observation that quit attempts prompted by current health and cost, and to a lesser 
extent future health, were more likely to succeed suggests that these prompts retain emotional 
salience after the quit attempt has started and can continue to exert their influence. This is 
important because it means that population level interventions that raise concerns about 
health or cost, such as mass media campaigns and tax increases, do not just prompt quit 
attempts, they may assist them as well. Interestingly, only around 3% of respondents reported 
mass-media campaigns as prompts. This is most likely due to the infrequency of these 
campaigns. Tax increases were not given as an option in the list of prompts, but were 
subsumed by the option “a decision that smoking was too expensive”. To unravel the distinct 
influence of tax increases, future studies should offer this as a separate option in the list of 
prompts.  
 The positive association between number of prompts cited and quit success, independent 
of what the prompts were, supports the hypothesis from PRIME Theory that motivations 
from disparate sources summate as long as they are present at the same time (14). From a 
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practical perspective it also supports an intervention strategy in which external prompts such 
as tax increases and mass media campaigns are co-ordinated in time, and that local regional 
and national behaviour change interventions are timed to coincide. This approach may be 
particularly important among those of lower social grades, who were likely to report fewer 
triggers. 
The most obvious limitation of the present study is reliance on recall. It is possible to 
assess the extent of bias that it creates by assessing whether reports of prompts differ as a 
function of how long ago the quit attempt started. We found statistically significant 
associations with time since quitting but these were small and could not account for the 
findings, especially given that we adjusted for this variable. However, studies are needed to 
more accurately assess what prompts a quit attempt in ‘real-time’; for example using 
ecological momentary assessment. A second limitation is that respondents may have had 
different views on what counted as a prompt ‘contributing’ to their quit attempt. However, 
this could be true for any self-report measure and the fact that meaningful associations were 
found that went beyond what respondents themselves would be likely to confabulate gives 
confidence that whatever error there may be in the measure, it was picking up a real 
phenomenon. A third limitation is that respondents may have been inclined to pick the first 
item on the list that seemed to apply and been less motivated to mention others further down 
the list. Against this is the fact that there was no correlation between item order and 
likelihood of being cited. Another limitation is that we know that quit attempts are forgotten 
quite rapidly if they fail (33). This inflates success rates of quit attempts made longer ago. 
This should not be an issue for this study, however, unless quit attempts triggered by different 
prompts are systematically forgotten at different rates, and as noted above this appears only 
minimally to be true. It is also possible that smoking status was misreported. However, such 
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misreporting is rare in population surveys (34) and it would have to differ according to what 
prompted the attempt, which is implausible. 
A question may be raised about whether adjusting for the measure of dependence, strength 
of urges to smoke, may inadvertently create associations that were not present by virtue of 
confounding with abstinence; however, this would require a complex and implausible 
interaction between the measure, abstinence and specific triggers. In the event, adjusting for 
this measure did not significantly affect the results as indicated by the similarity of the 
adjusted and unadjusted regression coefficients. 
A further consideration is that the prompts reported are of many different types, including: 
personal events, environmental cues and attitudinal or internal cues, and these prompts may 
interact. For example, health campaigns and health professional advice may contribute to 
attitudinal cues, making it difficult in a cross-sectional analysis to explicate the relationship 
between the prompts and to determine their independent contributions to quitting success. 
However, there was no evidence of strong associations between the prompts and we 
controlled for the other prompts when assessing associations between prompts and quitting 
methods or success. There are also prompts which were not included in the list presented (e.g, 
set an example for my children) or that if phrased differently might yield a slightly different 
response. However, we did allow participants to report ‘other’ prompts and none of these 
were of a high frequency. Also, some of the options could have been divided into 
subcategories; for instance, offering options for both ‘current concerns about smoking related 
illness’ and ‘other health concerns’ may have revealed different results 
CONCLUSIONS 
This study provides the first evidence from a large scale population survey of associations 
between different prompts for smoking cessation attempts and the methods used in those 
attempts and their success. The findings must be treated with caution since smokers’ 
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attributions may differ from what actually prompts a quit attempt and smokers recalled these 
attributions rather than recording them at the time. Health professional advice appears to 
promote use of evidence-based treatment to aid the attempt, but encourages smokers to try to 
quit gradually, which may be counter-productive. In itself, this advice does not appear to 
make the attempts more or less likely to succeed. Health problems, concerns about future 
health and cost are prompts that do appear to be associated with improved chances of success 
of the attempts they trigger. Citing more prompts is linked to greater quitting success. The 
findings provide support for some tenets of PRIME Theory, suggest there may be a training 
need for health professionals concerning the advice they give to smokers, and support the 
idea that interventions to raise the cost of smoking and health concerns may help smokers to 
quit as well as prompting quit attempts. 
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TABLE 1. Demographic and smoking characteristics of the sample  
Characteristic Percentage (n) 
Female 52.7 (3227/6126) 
Social grade (n=6126): 
 AB: Higher and intermediate managerial/administrative/professional 
 C1: Supervisory, clerical, junior managerial/administrative/professional 
 C2: Skilled manual workers,  
 D: Semi-skilled and unskilled manual workers 
 E: On state benefit, unemployed, lowest grade workers 
 
10.7 (657) 
21.4 ( 1308) 
21.7 (1327 
19.2 (1174) 
27.1 (1660) 
 Mean (SD)    n 
Age (range 16 - 90 years) 40.1 (16.0)    6125 
Usual number of cigarettes per day  (0 – 100) 12.9 (8.9)      6043 
Number of quit attempts in the last 12 months (1 - 52) 1.7 (1.8)        6126 
Strength of urge to smoke score (0 - 5) 2.0 (1.2)        5792 
Number of specific factors prompting quit attempt (1 – 12) 1.4 (0.9)        5464 
Table
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TABLE 2 Percentage reporting each factor
a
 as prompting the most recent quit attempt (N=6126) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a
Factors are not mutually exclusive, as respondents were allowed to report multiple factors.
Factor Percentage (n) 
Advice from a health professional 24. 5 (1498) 
Concern about future health problems 20.6 (1261) 
Decision that smoking was too expensive 19.2 (1178) 
Something said by family/friends/children 13.8 (847) 
Health problems I had at the time 11.8 (723) 
I knew someone else who was stopping 8.1 (496) 
Being faced with smoking restrictions 4.4 (270) 
TV advert for nicotine replacement therapy 4.0 (247) 
Government TV/radio/press advert 2.9 (175) 
Seeing a health warning on a cigarette packet 2.8 (172) 
Hearing about a new stop smoking treatment 2.3 (139) 
Pregnancy 2.1 (126) 
Other answers 1.8 (112) 
Worried for children 0.9 (56) 
A significant birthday 0.7 (45) 
Knew someone who was ill/had died (from smoking) 0.7 (41) 
Being contacted by my local National Health Service 
Stop Smoking Service 
 
0.6 (36) 
Health reasons - not specified if current or future 0.5 (32) 
Attending a local stop smoking activity or event 0.3 (21) 
Going on holiday 0.1 (7) 
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TABLE 3: Unadjusted logistic regression analysis showing the associations between the most prevalent factors prompting a quit attempt and demographic and smoking 
characteristics (results shown in bold are significant at p<0.05) 
 
Factors prompting 
quit attempt  
(dependent variables) 
Demographic and smoking characteristics  
 
 
Age 
 
 
Gender 
(independent variables) 
 
Social grade 
 
Strength of urges 
to smoke 
 
Time since most recent 
quit attempt 
Health professional advice β= 0.02*** 
OR= 1.02 (1.02-1.03) 
β= 0.08 
OR= 1.05 (0.96-1.22) 
β= 0.13*** 
OR= 1.14 (1.09-1.19) 
β= 0.18*** 
OR= 1.20 (1.14-1.27) 
β= -0.04 
OR= 0.96 (0.93-1.00) 
Future health β= -0.01* 
OR= 1.00 (0.99-1.00) 
β= -0.25*** 
OR= 0.78 (0.69-0.89) 
β= -0.19*** 
OR= 0.83 (0.79-0.87) 
β= -0.06* 
OR= 0.95 (0.90-1.00) 
β= 0.03 
OR= 1.03(0.99-1.07) 
Cost β= -0.002 
OR= 1.00 (0.99-1.00) 
β= -0.02 
OR= 0.98 (0.86-1.11) 
β= -0.06* 
OR= 0.94 (0.90-0.98) 
β= 0.07* 
OR= 1.07(1.01-1.13) 
β= -0.03 
OR= 0.97 (0.93-1.01) 
Family pressure β= -0.01*** 
OR= 0.99 (0.98-0.99) 
β= 0.10 
OR= 1.11(0.96-1.28) 
β= -0.08* 
OR= 0.93 (0.88-0.98) 
β= 0.01 
OR= 1.01(0.95-1.08) 
β= 0.06* 
OR= 1.06(1.01-1.11) 
Current health β= 0.02*** 
OR= 1.02 (1.02-1.03) 
β= 0.05 
OR= 1.05(0.90-1.23) 
β= 0.05 
OR= 1.05 (1.00-1.12) 
β= 0.06 
OR= 1.06 (0.99-1.14) 
β= 0.07* 
OR= 1.07(1.02-1.13) 
Someone else quitting β= -0.02*** 
OR= 0.98 (0.98-0.99) 
β= 0.11 
OR= 1.12 (0.93-1.35) 
β= -0.11* 
OR= 0.90 (0.84-0.96) 
β= -0.08 
OR= 0.92 (0.85-1.00) 
β= -0.02 
OR= 0.98 (0.93-1.04) 
Total prompts score
b
 β= 0.001 
B= 0.001(-0.01-0.02) 
β= 0.002 
B= 0.003(-0.04-0.05) 
β= -0.04** 
B= -0.02 (-0.04- -0.01) 
β= 0.02 
B= 0.01(-0.01-0.03) 
β= -0.004 
B= -0.002 (-0.01-0.01) 
DV: dependent variables, IV: independent variables, OR: Odds ratio (95% confidence intervals), significance achieved: ***p<0.001, **p<0.01, *p<0.05 
b
Total number of factors prompting quit attempt, using linear regression analysis 
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TABLE 4: Adjusted
a
 logistic regression analysis showing the associations between the most prevalent factors prompting a quit attempt and demographic and smoking 
characteristics (results shown in bold are significant at p<0.05) 
 
Factors prompting 
quit attempt  
(dependent variables) 
Demographic and smoking characteristics  
 
 
Age 
 
 
Gender 
(independent variables) 
 
Social grade 
 
Strength of urges 
to smoke 
 
Time since most recent 
quit attempt 
Health professional advice β= 0.02*** 
OR= 1.02 (1.02-1.03) 
β= 0.05 
OR= 1.05 (0.93-1.19) 
β= 0.11*** 
OR= 1.11 (1.06-1.17) 
β= 0.16*** 
OR= 1.18 (1.12-1.24) 
β= -0.05* 
OR= 0.95 (0.92-0.99) 
Future health β= -0.01* 
OR= 1.00 (0.99-1.00) 
β= -0.19** 
OR= 0.83 (0.73-0.94) 
β= -0.17*** 
OR= 0.85 (0.81-0.89) 
β= -0.03 
OR= 0.97 (0.92-1.03) 
β= 0.03 
OR= 1.03 (0.99-1.08) 
Cost β= -0.002 
OR= 1.00 (0.99-1.00) 
β= -0.004 
OR= 1.00 (0.87-1.14) 
β= -0.08** 
OR= 0.93 (0.88-0.97) 
β= 0.08** 
OR= 1.08 (1.02-1.14) 
β= -0.04 
OR= 0.96 (0.92-1.00) 
Family pressure β= -0.01*** 
OR= 0.99 (0.98-0.99) 
β= 0.11 
OR= 1.12 (0.96-1.30) 
β= -0.07* 
OR= 0.93 (0.88-0.98) 
β= 0.04 
OR= 1.04 (0.97-1.10) 
β= 0.07** 
OR= 1.07 (1.02-1.13) 
Current health β= 0.02*** 
OR= 1.02 (1.02-1.03) 
β= 0.04 
OR= 1.04 (0.88-1.22) 
β= 0.04 
OR= 1.04 (0.98-1.10) 
β= 0.05 
OR= 1.05 (0.98-1.12) 
β= 0.06* 
OR= 1.06 (1.01-1.12) 
Someone else quitting β= -0.02*** 
OR= 0.98 (0.98-0.99) 
β= 0.15 
OR= 1.16 (0.96-1.40) 
β= -0.12** 
OR= 0.89 (0.83-0.96) 
β= -0.05 
OR= 0.95 (0.87-1.03) 
β= -0.02 
OR= 0.98 (0.93-1.04) 
Total prompts score
b
 β= 0.01 
B= 0.003 (-0.01-0.02) 
β= 0.01 
B= 0.01 (-0.04-0.06) 
β= -0.04** 
B= -0.03 (-0.04- -0.01) 
β= 0.03 
B= 0.02 (-0.002-0.04) 
β=-0.006 
B= -0.003 (-0.02-0.01) 
OR: Odds ratio (95% confidence intervals), significance achieved: ***p<0.001, **p<0.01, *p<0.05 
a
Each regression adjusted for all the above demographic and smoking characteristics. 
b
Total number of factors prompting quit attempt, using linear regression analysis.
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TABLE 5. Unadjusted logistic regression analysis showing the associations between reports of the factors prompting the most recent quit attempt, the method 
of quitting, and reporting abstinence from smoking (results shown in bold are significant at p<0.05) 
 
Factors prompting 
quit attempt  
(independent variables) 
                         Method of quitting (dependent variables)†† 
 
Whether abstinent from 
smoking (DV)
d
 
 
Abrupt cessation 
versus cutting down
a
 
 
Planned versus 
unplanned
b
 
 
Assisted versus 
unassisted
c
 
Health professional advice β=-0.49  p<0.001*** 
OR=0.61 (0.54-0.69) 
β=0.24 p<0.001*** 
OR=1.27 (1.13-1.43) 
β=1.30  p<0.001*** 
OR=3.68 (3.23-4.20) 
β=-0.17   p=0.059  
OR=0.84 (0.71-1.01) 
Future health β=0.17  p=0.009** 
OR=1.18 (1.04-1.34) 
β=0.16  p=0.011* 
OR=1.17 (1.04-1.33) 
β=-0.26  p<0.001*** 
OR=0.77 (0.68-0.87) 
β=0.21   p=0.019* 
OR=1.23 (1.03-1.46) 
Cost β=-0.06  p=0.373 
OR=0.94 (0.83-1.07) 
β=0.26 p<0.001*** 
OR=1.30 (1.14-1.48) 
β=0.30  p<0.001*** 
OR=1.35 (1.19-1.53) 
β=0.14    p=0.140 
OR=1.15 (0.96-1.37) 
Family pressure β=0.16  p=0.034* 
OR=1.17 (1.01-1.36) 
β=-0.09  p=0.225 
OR=1.09 (0.95-1.27) 
β=-0.05  p=0.520 
OR=0.95 (0.82-1.10) 
β=0.004   p=0.967 
OR=1.00 (0.81-1.24) 
Current health β=0.18  p=0.023* 
OR=1.20 (1.03-1.41) 
β=-0.30  p<0.001*** 
OR=0.74 (0.64-0.87) 
β=-0.003  p=0.972 
OR=1.00 (0.85-1.17) 
β=0.43   p<0.001*** 
OR=1.54 (1.26-1.89) 
Someone else quitting β=0.16  p=0.104 
OR=1.17 (0.97-1.41) 
β=0.25 p=0.007** 
OR=1.29 (1.07-1.55) 
β=0.08  p=376 
OR=1.09 (0.90-1.31) 
β=-0.06    p=0.669 
OR=0.94 (0.72-1.24) 
OR: Odds ratio (95% confidence intervals),  
significance achieved: ***p<0.001, **p<0.01, *p<0.05. Coded as:  
a
:abrupt=1,cutting down=0; 
b
: planned=1, unplanned=0;
 c
: assisted=1,  
unassisted=0; 
d
: abstinent=1, non-abstinent=0. 
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TABLE 6. Adjusted† logistic regression analysis showing the associations between reports of the factors prompting the most recent quit attempt, the method 
of quitting, and reporting abstinence from smoking (results shown in bold are significant at p<0.05) 
 
Factors prompting 
quit attempt  
(independent variables) 
                           Method of quitting (dependent variables)†† 
 
Whether abstinent from 
smoking (DV)†††d 
 
Abrupt cessation 
versus cutting down
a
 
 
Planned versus 
unplanned
b
 
 
Assisted versus 
unassisted
c
 
Health professional advice β=-0.39  p<0.001*** 
OR=0.68 (0.59-0.78) 
β=0.05  p=0.435 
OR=1.06 (0.92-1.21) 
β=1.29  p<0.001*** 
OR=3.64 (3.14-4.22) 
β=0.07   p=0.550 
OR=1.07 (0.85-1.35) 
Future health β=0.08  p=0.268 
OR=1.08 (0.94-1.24) 
β=0.24  p=0.001** 
OR=1.27 (1.11-1.45) 
β=-0.07  p=0.339 
OR=0.94 (0.82-1.07) 
β=0.22   p=0.042* 
OR=1.25 (1.01-1.54) 
Cost β=-0.09  p=0.219 
OR=0.92 (0.80-1.05) 
β=0.19 p=0.007** 
OR=1.21 (1.05-1.39) 
β=0.44  p<0.001*** 
OR=1.55 (1.34-1.79) 
β=0.35    p=0.002** 
OR=1.41 (1.13-1.76) 
Family pressure β=0.09  p=0.261 
OR=1.09 (0.94-1.28) 
β=0.07  p=0.372 
OR=1.07 (0.92-1.26) 
β=0.14  p=0.099 
OR=1.14 (0.98-1.34) 
β=0.08   p=0.541 
OR=1.08 (0.84-1.40) 
Current health β=0.13  p=0.125 
OR=1.14 (0.96-1.36) 
β=-0.25  p=0.005** 
OR=0.78 (0.66-0.93) 
β=0.04  p=0.663 
OR=1.04 (0.87-1.24) 
β=0.58   p<0.001*** 
OR=1.79 (1.38-2.32) 
Someone else quitting β=0.14  p=0.181 
OR=1.15 (0.94-1.40) 
β=0.26 p=0.010* 
OR=1.30 (1.07-1.59) 
β=0.37  p<0.001*** 
OR=1.45 (1.19-1.78) 
β=-0.16    p=0.342 
OR=0.85 (0.61-1.19) 
DV: dependent variables, IV: independent variables, OR: Odds ratio (95% confidence intervals). †All regressions were adjusted for age, gender, socio-
economic status, number of quit attempts in the previous year, time since most recent quit attempt, strength of urges to smoke, and for the five factors 
prompting the quit attempt. ††Regressions were also adjusted for the two other quitting methods which were not the DV. †††Regressions were also adjusted 
for all the quitting methods. Significance achieved: ***p<0.001, **p<0.01, *p<0.05. Coded as:  
a
:abrupt=1,cutting down=0; 
b
: planned=1, unplanned=0;
 c
: 
assisted=1, unassisted=0; 
d
: abstinent=1, non-abstinent=0.  
